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a noninvasive method to aid in the diagnosis, localization, and 
assessment of disease activity. 
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from infected patients (Figure 1A and Figures E1A and E1B 
in the online supplement), whereas mock-infected tissue or serum 
from a healthy donor remained negative (Figures E1A and E1B). 
As expected for coronavirus, antigen was detected exclusively in 
the cytosol (Figure E2) (6). Growth curve analyses demonstrated 
a titer increase of infectious MERS-CoV in the supernatants of 
infected human lung tissue by more than two orders of magnitude 
within 48 hours (Figure IB). This was comparable in extent and 
kinetics to parallel infections of tissue from the same donors with 
highly pathogenic avian H5N1 influenza A virus known to cause 
lethal lung disease in humans (5, 7) (Figure IB). Double infection 
of lung specimen with both viruses revealed extensive alveolar in¬ 
fection by MERS-CoV, whereas H5N1 influenza A virus infected 
only type II cells (5, 7) (Figure 1C). 

The investigation of MERS-CoV tropism revealed viral anti¬ 
gen in ciliated bronchial epithelium (Figure 2A) as well as in 
unciliated cuboid cells of terminal bronchi located in the area 
of bronchial-alveolar transition (Figure 2B). Lung type I cells 
comprise approximately 95% of the alveolar surface and there¬ 
fore form the major area of the lung, being critical for gas ex¬ 
change (8). Type II cells are crucial for basic lung functions like 
surfactant production and tissue repair (9). Immunofluorescence 
(Figure 2C) and electron microscopy (Figures E3 and E4) 
showed strong MERS-CoV antigen expression and identified intra- 
and extracellular virions in different stages of the replication cycle 
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Emerging Human Middle East Respiratory 
Syndrome Coronavirus Causes Widespread 
Infection and Alveolar Damage in 
Human Lungs 

To the Editor: 

Middle East respiratory syndrome coronavirus (MERS-CoV) 
has alerted the public health systems by causing lethal respira¬ 
tory disease in 54 of 114 confirmed human cases as of September 
7, 2013 (1, 2). Coronaviruses represent a diverse family of envel¬ 
oped, single-stranded positive-sense RNA viruses. In humans, 
the four endemic coronaviruses HCoV-229E, -OC43, -NL63, 
and -HKU1 are known to cause mild respiratory symptoms in 
the majority of cases (3). In contrast, the phylogenetically dis¬ 
tinct severe acute respiratory syndrome (SARS) coronavirus 
(SARS-CoV) caused a global outbreak of severe lower respira¬ 
tory tract disease (4). The clinical symptoms observed in several 
MERS-CoV-infected humans were related to pneumonia and 
severe acute lung injury (2) and closely resembled those ob¬ 
served in individuals suffering from SARS (4). Because autopsy 
studies have not been reported, essential information is miss¬ 
ing about the virus- and host-dependent processes underlying 
MERS-CoV-related lung damage. Herein, we used an ex vivo 
model of human lung tissue infection (5) and a bronchoalveolar 
lavage (B AL) sample from a patient with MERS-CoV to describe 
MERS-CoV replication, tropism, dipeptidyl peptidase 4 (DPP4) 
receptor expression, and virus-related lung tissue damage. 

Ex vivo infection of human lung tissue with MERS-CoV 
followed by spectral confocal microscopy (methods are avail¬ 
able in the online supplement) revealed a widespread cellular 
distribution of viral antigen in alveolar tissue using antisera 





Figure 7. Propagation of Middle East respiratory syndrome coronavirus 
(MERS-CoV) and detection of viral antigen in ex vivo infected human 
lung tissue. (A) Human lung tissue was infected with MERS-CoV for 
24 hours and antigen was detected in virus-infected lung tissue using 
human MERS-CoV antiserum (20) (green). Scale bar = 20 |xm. ( B) 
Human lung explants were infected with either MERS-CoV or H5N1 
influenza A/Thailand/1 (Kan-1 )/2004 virus (H5N1). Supernatants were 
collected at the indicated time points and titrated by plaque assay on 
Madin-Darby canine kidney (MDCK) cells (Thai/04 (H5N1)) or Vero 
cells (MERS-CoV). Mean values ± SEM of duplicates of four indepen¬ 
dent experiments are shown. PFU = plaque-forming units; p.i. = post¬ 
infection. (C) Lung tissue specimens were simultaneously infected with 
MERS-CoV and Thai/04 (H5N1) for 24 hours. Viral antigens were stain¬ 
ed with MERS-CoV antiserum (green) and influenza A-specific antibody 
(red). Scale bar = 5 |xm. All nuclei (blue) were counterstained with 4',6- 
diamidino-2-phenylindole (DAPI). 
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Figure 2. Cellular tropism of Middle 
East respiratory syndrome coronavi- 
rus (MERS-CoV) in ex vivo infected 
human lung tissue. (A, B) Histologi¬ 
cal sections of MERS-CoV-infected 
tissue samples were probed with 
MERS-CoV antiserum (green) 
and with antibody against pan- 
Cytokeratin to confirm epithelial 
cells (red). Infection of ciliated 
(white arrowheads) and nonciliated 
cells (open arrowheads) in simple 
columnar and simple cuboidal 
bronchial epithelium is shown. (C) 
Costaining of MERS-CoV with cell 
markers for type I cells (epithelial 
membrane protein 2 [EMP2]) 
(red), type II cells (proSP-C) (red), 
or alveolar macrophages (AMs) 
(CD68) (red). MERS-CoV infects 
type I (white arrowheads) and type 
II (open arrowheads) cells but not 
AMs (white arrowheads). The aster¬ 
isks indicate an uninfected type II 
cell. (D, E) Costaining of MERS- 
CoV antigen (green) and von Wille- 
brand factor (red) as an endothelial 
cell marker demonstrates infection 
of endothelial cells within large 
(white arrowheads) and small 
(open arrowheads) vessels. Scale 
bars = 10 |xm. 


in both type I and type II cells. Maximum intensity projection of 
a typical infected alveolar area (Figure E5) and three-dimensional 
rendering (Video El) illustrated the widespread infection of the 
alveolus. In contrast, less than 1% of alveolar macrophages 
(AMs) exhibited intracellular viral staining, although viral antigen 
was frequently detected on the surface of AMs neighboring 
infected epithelial cells (Figure 2C and data not shown). 


MERS-CoV antigen was regularly found in endothelial cells 
of large (Figure 2D) and small pulmonary vessels (Figure 2E). 
We cannot rule out that MERS-CoV gains direct access to the 
endothelium via unclosed lung vessels in this ex vivo model. 
However, the virus was detected in urine samples of a patient 
with MERS-CoV (10), and electron microscopy demonstrated 
the presence of virus particles in the basal lamina below 
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Figure 3. Dipeptidyl peptidase 4 (DPP4) expression in the human lower respiratory tract. ( A ) Histological sections of Middle East respiratory 
syndrome coronavirus (MERS-CoV)-infected tissue samples were costained for MERS-CoV (green) and DPP4 (red). MERS-CoV antigen could be 
detected in DPP4-expressing cells (white arrowheads). (B-D) In uninfected human lung tissue, DPP4 (green) is expressed in (B) ciliated (white 
arrowheads) and (C) nonciliated bronchial epithelial cells (open arrowheads) and (D) endothelial cells (white arrowheads). (E) Tissue sections were 
stained against DPP4 (green) and epithelial membrane protein 2 (EMP2) (red) or proSP-C (red) as a type I and type II cell markers, respectively. 
Expression of DPP4 was found in both cell types (white arrowheads), as well as alveolar macrophages (asterisks). All nuclei (blue) were counterstained 
with 4',6-diamidino-2-phenylindole (DAPI). Scale bars = 5 |xm. 


intact type I pneumocytes (Figure E3D), suggesting basolat- 
eral release of the virus. Therefore, it appears a realistic pos¬ 
sibility that the virus can enter the bloodstream followed by 
endothelial infection in vivo. Overall, the broad tropism in the 
human lung indicates that MERS-CoV can infect and replicate in 
most cell types composing the human alveolar compartment. 


The proline exopeptidase DPP4 was recently identified as 
functional receptor for MERS-CoV as it bound the SI domain 
of the viral spike protein and rendered cultured cells of different 
mammalian species susceptible to the virus (11). However, the 
role of DPP4 in mediating virus entry in human lung tissue is 
uncertain, as its expression in the lower respiratory tract has not 








Correspondence 


885 


been determined. We found a broad expression of DPP4 in 
MERS-CoV-infected alveolar tissue (Figure 3A). The analysis of 
mock-infected tissue revealed a constitutive expression in ciliated 
(Figure 3B) and unciliated (Figure 3C) bronchial epithelium, lung 
endothelium (Figure 3D), alveolar type I and type II cells (Figure 
3E), and AMs (Figure E6), indicating a general role of DPP4 in 
facilitating virus entry in the human lung. 

Damage of the alveolar structure is a hallmark of diseases in¬ 
volving severe respiratory failure (12). Our infection experiments 
showed detachment of MERS-CoV-infected type II cells from 
the alveolar base membrane (Figures E7A and E7B). This was 
accompanied by disruption of alveolar tight junctions (13) in areas 
with detached infected type II cells visualized by staining of the 
integral tight junction protein occludin (14) (Figures E7C and E7D 
and Video E2). Chromatin condensation, nuclear fragmentation, 
and membrane blebbing of infected type II cells (Figures E7E- 
E7H) coming off of the alveolar wall pointed to apoptosis (15) of 
infected cells. In line with these observations, the evaluation of the 
single available BAT of a hospitalized patient with MERS-CoV 
showed infected lung epithelial cells with chromatin condensation 
and nuclear fragmentation as well as hallmarks of apoptosis (Fig¬ 
ures E7I-E7F) and the same in infected BAT leukocytes (Figures 
E7M-E7P). Although the hitherto scarce available material 
allowed no further in-depth investigation (including leukocyte 
differentiation), the results indicate that BAT cells of patients with 
MERS-CoV could be principally useful material for further analysis 
of MERS-CoV pathogenesis besides using BAT for virus detection. 

MERS-CoV continues to cause lethal lower respiratory tract dis¬ 
ease (1), raising urgent fundamental questions as to its cellular 
tropism and receptor usage in alveolar lung tissue, as well as to 
its pathogenic mechanism(s). In the absence of autopsy data from 
human victims, we succeeded to model MERS-CoV propagation 
in human lung tissue and demonstrated an almost pantropic infec¬ 
tion, as well as ubiquitous DPP4 receptor expression in bronchiole, 
alveoli, or vessels. Thus, antiviral approaches that block DPP4 
usage are expected to reduce virus propagation in the distal parts 
of the respiratory tract. We presented first evidence for rapid 
appearance of structural damage to the alveolar barrier in MERS- 
CoV-infected tissue, which may significantly influence lung func¬ 
tion in several ways: The widespread infection of type I cells may 
directly reduce oxygen uptake capacity of the lung. Type II cell 
death reduces surfactant production (16), is expected to diminish 
the repair capacity of the injured lung (17), and paves the way for 
alveolar collapse and edema formation, which further impairs gas 
exchange (9, 12). Deterioration of the alveolar barrier in MERS- 
CoV-infected individuals may furthermore enable pathogen entry 
and systemic spread as noticed in SARS-CoV infection (7, 18). 

The capability of MERS-CoV to induce alveolar cell death in con¬ 
junction with extensive infection of the huge alveolar surface is con¬ 
sistent with acute lung injury observed in MERS-CoV-infected 
humans (2) and rhesus macaques (19) as well as findings in patients 
with SARS (7, 18). Additional analysis is required to distinguish 
whether leukocytes constitute auxiliary targets for the virus or 
whether the observed antigen staining results from ingestion of 
infected cell debris. The here-observed capability of MERS-CoV 
to infect virtually the complete alveolar compartment with mor¬ 
phological correlates of severe lung injury is disconcerting regard¬ 
ing expectable morbidity and mortality. It seems necessary to 
reach conclusions regarding sources and transmissibility of this 
emerging virus. 

Author disclosures are available with the text of this letter at www.atsjournals.org. 

Acknowledgment: The authors thank Ron Fouchier and Bart Haagmans, Depart¬ 
ment of Viroscience, Erasmus Medical Center, Rotterdam, the Netherlands, for 
providing MERS-CoV. They thank Gudrun Heins and Tobias Hoffmann, Robert 
Koch-lnstitut, for technical assistance. They thank the Carl-Zeiss Imaging Center 
for support in super-resolution microscopy. 


Andreas C. Hocke, M.D., M.Sc.* 

Anne Becher, M.Sc.* 
Charite-Universitcitsmedizin Berlin 
Berlin, Germany 

Jessica Knepper, M.Sc. 

Robert Koch-lnstitut 
Berlin, Germany 

Andrea Peter, Dipl.-Ing. 
Charite-Universitcitsmedizin Berlin 
Berlin, Germany 

Gudrun Holland, Dipl.-Ing. 

Robert Koch-lnstitut 
Berlin, Germany 

Mario Tonnies, M.D. 

Torsten T. Bauer, M.D. 

Chest Hospital Heckeshorn 
Berlin, Germany 

Paul Schneider, M.D. 

DRK Clinics 
Berlin, Germany 

Jens Neudecker, M.D. 

Universitatsmedizin Berlin, Charite Campus Mitte 
Berlin, Germany 

Doreen Muth, Ph.D. 

University of Bonn Medical Centre 
Bonn, Germany 

Clemens M. Wendtner, M.D. 

Klinikum Schwabing 
Munich, Germany 

Jens C. Ruckert, M.D. 

Universitatsmedizin Berlin, Charite Campus Mitte 
Berlin, Germany 

Christian Drosten, M.D. 

University of Bonn Medical Centre 
Bonn, Germany 

Achim D. Gruber, D.V.M. 

Freie Universitdt Berlin 
Berlin, Germany 

Michael Laue, Ph.D. 

Robert Koch-lnstitut 
Berlin, Germany 

Norbert Suttorp, M.D. 

Stefan Hippenstiel, M.D . 1 
Charite-Universitcitsmedizin Berlin 
Berlin, Germany 

Thorsten Wolff, Ph.D . 1 
Robert Koch-lnstitut 
Berlin, Germany 


* These authors contributed equally to this work. 

+ These authors contributed equally to this work. 

This work was supported by the German Research Foundation (DFG SFB-TR84) to 
A.C.H. (C5/Z1 a), T.W. (B2), S.H. (C2/C5), and N.S. (B1) and the German Min¬ 
istry of Education and Research (BMBF-FluResearchNet to T.W. [01 Kl 1006] and 
S.H. [01 KI1006B]; PROGRESS to A.C.H. and S.H.). 

This article has an online data supplement, which is accessible from this issue's 
table of content online at www.atsjournals.org. 



886 


AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 188 201 3 


References 

1. WHO. Middle East respiratory syndrome coronavirus (MERS-CoV) - 

update [accessed 2013 Sept 13]. Available from: http://who.int/csr/don/ 
2013_09_07/en/index.html 

2. Zaki AM, van Boheemen S, Bestebroer TM, Osterhaus ADME, 

Fouchier RAM. Isolation of a novel coronavirus from a man with 
pneumonia in Saudi Arabia. N Engl J Med 2012;367:1814-1820. 

3. van der Hoek L. Human coronaviruses: what do they cause? Antivir 

Ther 2007;12:651-658. 

4. Peiris JSM, Guan Y, Yuen KY. Severe acute respiratory syndrome. Nat 

Med 2004; 10(12, Suppl)S88-S97. 

5. Weinheimer VK, Becher A, Tonnies M, Holland G, Knepper J, Bauer 

TT, Schneider P, Neudecker J, Riickert JC, Szymanski K, et al. In¬ 
fluenza A viruses target type II pneumocytes in the human lung. J 
Infect Dis 2012;206:1685-1694. 

6. Perlman S, Netland J. Coronaviruses post-SARS: update on replication 

and pathogenesis. Nat Rev Microbiol 2009;7:439-450. 

7. Gu J, Xie Z, Gao Z, Liu J, Korteweg C, Ye J, Lau LT, Lu J, Gao Z, 

Zhang B, et al. H5N1 infection of the respiratory tract and beyond: 
a molecular pathology study. Lancet 2007;370:1137-1145. 

8. Crapo JD, Barry BE, Gehr P, Bachofen M, Weibel ER. Cell number 

and cell characteristics of the normal human lung. Am Rev Respir Dis 
1982;126:332-337. 

9. Mason RJ. Biology of alveolar type II cells. Respirology 2006;11:S12-S15. 

10. Drosten C, Seilmaier M, Corman VM, Hartmann W, Scheible G, Sack S, 

Guggemos W, Kallies R, Muth D, Junglen S, et al. Clinical features 
and virological analysis of a case of Middle East respiratory syndrome 
coronavirus infection. Lancet Infect Dis 2013;13:745-751. 

11. Raj VS, Mou H, Smits SL, Dekkers DHW, Muller MA, Dijkman R, 

Muth D, Demmers JAA, Zaki A, Fouchier RAM, et al. Dipeptidyl 


peptidase 4 is a functional receptor for the emerging human coronavirus- 
EMC. Nature 2013;495:251-254. 

12. Matthay MA, Ware LB, Zimmerman GA. The acute respiratory distress 

syndrome. J Clin Invest 2012;122:2731-2740. 

13. Steed E, Baida MS, Matter K. Dynamics and functions of tight junctions. 

Trends Cell Biol 2010;20:142-149. 

14. Cummins PM. Occludin: one protein, many forms. Mol Cell Biol 2012;32: 

242-250. 

15. Galluzzi L, Aaronson SA, Abrams J, Alnemri ES, Andrews DW, 

Baehrecke EH, Bazan NG, Blagosklonny MV, Blomgren K, Borner 
C, et al. Guidelines for the use and interpretation of assays for 
monitoring cell death in higher eukaryotes. Cell Death Differ 2009; 
16:1093-1107. 

16. Jobe AH, Ikegami M. Surfactant and acute lung injury. Proc Assoc Am 

Physicians 1998;110:489-495. 

17. Bhattacharya J, Matthay MA. Regulation and repair of the alveolar¬ 

capillary barrier in acute lung injury. Annu Rev Physiol 2013;75: 
593-615. 

18. Gu J, Gong E, Zhang B, Zheng J, Gao Z, Zhong Y, Zou W, Zhan J, 

Wang S, Xie Z, et al. Multiple organ infection and the pathogenesis of 
SARS. J Exp Med 2005;202:415-424. 

19. Munster VJ, de Wit E, Feldmann H. Pneumonia from human corona¬ 

virus in a macaque model. N Engl J Med 2013;368:1560-1562. 

20. Corman VM, Muller MA, Costabel U, Timm J, Binger T, Meyer B, Kreher 

P, Lattwein E, Eschbach-Bludau M, Nitsche A, et al. Assays for labora¬ 
tory confirmation of novel human coronavirus (hCoV-EMC) infections. 
Euro Surveill 2012;17:20334. 

Copyright © 2013 by the American Thoracic Society 



